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Abstract.
Objective. Clinicians across all health professions increasingly strive to add value to the care they deliver through the
application of the central tenets of people-centred care (PCC), namely the ‘right care’, in the ‘right place’, at the ‘right
time’ and ‘tailored to the needs of communities’. This ideal is being hampered by a lack of a structured, evidence-based
means to formulate policy and value the commissioning of services in an environment of increasing appreciation for the
complex health needs of communities. This creates significant challenges for policymakers, commissioners and providers
of health services. Communities face a complex intersection of challenges when engaging with healthcare. Increasingly,
complexity is gaining prominence as a significant factor in the delivery of PCC. Based on the World Health Organization
(WHO) components of health policy, this paper proposes a policy framework that enables policy makers, commissioners
and providers of health care to integrate a model of complexity into policy, subsequent service planning and development
of models of care.
Methods. TheWHO components of health policy were used as the basis for the framework. Literature was drawn on
to develop a policy framework that integrates complexity into health policy.
Results. Within the framework, complexity is juxtaposed between theWHO components of ‘vision’, ‘priorities’ and
‘roles’.
Conclusion. This framework, supported by the literature, provides a means for policy makers and health planners to
conduct analyses of and for policy. Further work is required to better model complexity in a manner that integrates
consumer needs and provider capabilities.
What is known about the topic? There is a growing body of evidence regarding patient complexity and its impact on
the delivery of health services, but there is little consideration of patient complexity in policy, which is an important
consideration for service provision.
What does this paper add? This paper presents an argument for the inclusion of patient complexity in health policy and
provides a framework for how that might occur.
What are the implications for practitioners? The inclusion of patient complexity in policy could provide a means for
policy makers to consider the factors that contribute to patient complexity in service provision decisions.
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Introduction
Health practitioners, across all professions, strive to deliver care
according to the principles of people-centred care (PCC).1–3
Inherent in the definition of PCC is a commitment to customise
the delivery of care around the needs of communities.4 PCC
represents attempts by the health system to align itself with the
context of the patient. The introduction of PCC initiatives has
the unintended consequence of introducing greater complexity
into an already complex health system by trying to cater to the
contextual complexity of patients.5,6 Despite the best intentions
of individual practitioners and services, current health service
design continues to make widespread implementation of PCC
difficult.7 The aims of this study were to start making a case to
better understand this complexity, formally acknowledge it via a
policy framework and, importantly, not to view system and
patient complexity as two mutually exclusive concepts. It could
be argued that patient and system complexity are more easily
defined by their similarities than their differences. Health sys-
tems are non-linear, have relationships between their compo-
nents, are constantly evolving and are uncertain.8
A disconnect exists between policy creation, funding, health
system design and practice that hinders efforts to deliver PCC9
and does not create a policy climate that supports PCC at a health
system level.5,10 We argue that this is due to the complex nature
of the health needs of communities5,11 inherent in the funda-
mentals underpinning PCC and the lack of active engagement of
policy with patient complexity.
Although policy recommendations,12models13–15 and guide-
lines on complex care do exist,16–20 healthcare systems continue
to struggle to engage with consumers who have increasingly
complex needs.21–23 Calls have been made for a paradigm
shift9,24,25 in the way care is delivered, highlighting the frag-
mented nature of health care and the continued lack of coordi-
nation26,27 and integration.28–31 Commissioning for integration
and coordination of care requires health planning, funding
structures, frameworks and tools to guide, support and evaluate
systemic reforms. In order to develop policy, a clear statement
and understanding is required of what value should be delivered
with implementation and how that relates to PCC.
Using PCC as a starting point, we offer a brief discussion of
the complex nature of the health needs of communities, with
reference to those factors that make some communities more
vulnerable to poor health outcomes, followed by a simple value
framework that integrates complexity within a policy structure.
The framework was designed to facilitate the insertion of a
conceptual model of complexity into the framework with the
aim of creating an environment where patient complexity is
better understood, acknowledged and integrated into the
commissioning cycle to improve how vulnerable communities
engage with care.
Methods
The literature was drawn on to argue for the integration of
complexitywithin a policy framework. To develop the narrative,
a literature search was undertaken using PubMed and searching
for key themes in the titles of articles (see Box 1).
Where possible, papers referring to specific service provision
or clinical conditions were excluded in preference to papers
referring to broad system design. The reason for this approach
was to search for agnostic evidence applicable to broader system
design to minimise the risk of imposing frameworks, developed
for individual services, on the broader system. Published editor-
ials were included because these articles often capture broad
sentiment and directions for research. Every effort was made to
limit the time period of published articles to the past 10 years;
however, from time to time key articles arose that fell outside
this time frame.
Results and Discussion
PCC, complexity and health policy
Enabling the delivery of PCC at a health system level requires
health policy and subsequently commissioners of health services
to engage with patient complexity. This paper proposes that
health policy should recognise and incorporate components of
patient complexity in order to deliver PCC. Communities
comprise a collection of individuals; thus, the terms ‘complex-
ity’ and ‘patient complexity’ are used interchangeably
throughout this paper, with their use depending on the context
under discussion.
What is PCC?
PCC is defined by the World Health Organization (WHO) as
follows:
In order to ensure truly people centred services, priority must
be given to provide the right services (care type) in the right
place (care setting) through strategic processes that allow
the complementary and coordinated delivery of services
through the lens of a person [community] and their respec-
tive needs and preferences.32
The definition of PCC provided above has been altered with
permission (J. Tello, pers. comm.), with the word ‘person’
replacedwith ‘community’. The reasoning behind this alteration
was to broaden the definition of PCC to communities, which is
more in line with the focus of health system policy development
and design.
By definition (right care, right place, according to a commu-
nity’s needs), the delivery of PCC requires a high degree of
‘personalisation’ of health service delivery around a commu-
nity’s needs and preferences.33 Given the heterogeneity of needs
Box 1. Summary key search terms for narrative
Note these terms are not exclusive; expanded terms were used in addition to
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within communities, aspiring to this ideal creates significant
challenges for policy makers, commissioners and providers of
services to deliver services,34,35 leading, arguably, to a wide
variety of approaches to policy analysis. Acknowledgement of
this heterogeneity and complexity are echoed in ongoing calls
for a shift away from fragmented service delivery towards
integrated care models that match consumer needs.11,32,36 In
order to match these needs, policy makers and commissioners of
health services need to proactively engage with complexity at a
policy and health system planning level.37
What is complexity?
Grembowski et al. provide the following broad definition, which
captures the cumulative15 and heterogeneous nature of
complexity:
Complexity emerges when the persistence and progression of
diseases and courses of treatments, as well as the many
contextual factors inherent in both patients’ lives and the
delivery of effective and efficient healthcare are considered.13
‘Complexity’ is a term that can have a variety of meanings
depending on the context. In a pure clinical context, ‘clinical’ or
‘medical’ complexity38 refers to individual patients where
comorbidity is the central feature.39 Typically, this type of
complexity refers to a combination of the severity of an illness,
active multimorbidity, diagnostic complexity and the degree of
impairment or disability resulting from the medical condi-
tions.40 It refers to the patient who is challenging from a purely
clinical standpoint.
However, the complexity referred to in this paper has a wider
scope; although it is inclusive of ‘clinical complexity’, the
discussion refers to the broader socioecological context of the
determinants of health of vulnerable communities or popula-
tions. Used in this context, complexity results from an interplay
of social, behavioural, environmental and medical factors,41,42
and is used to refer to those populations that are typically more
vulnerable to poor health outcomes. Vulnerable communities
are described as those whose health outcomes are ‘exacerbated
by unnecessarily inadequate healthcare’.43 These communities
can be defined in any number of ways: Aboriginal and Torres
Straits Islander peoples, members of the lesbian, gay, bisexual,
transgender, queer and intersex (LGBTQI) community, rural
and regional communities, migrants, people with English as an
additional language, trauma-affected families, single parents,
people with a low socioeconomic status, people living with
complex multimorbidity and people with low health literacy,
among others. Some individuals are exposed to multiple vulner-
abilities with a cumulative effect on complexity. It is widely
recognised that health outcomes for these communities are
poorer.44–46 Members of vulnerable communities experience
more rapid accumulation of diseases during their life course,
resulting in both a higher prevalence of multimorbidity47,48 and
higher degrees of multimorbidity at earlier ages.49
Boehmer et al.50 in their evaluation of the implementation of
the chronic care model (CCM) found that most models based on
the CCM did not account for the accumulated complexity and
burden associated with multimorbidity, such as coordinating
care, the demands of living with chronic conditions, the
treatment burden and the accumulated effects of polypharmacy.
The CCM, developed partly in response to multimorbidity and
the basis upon which many models are developed, is aligned
more with health system goals, single conditions and health care
utilisation than the therapeutic burden for consumers and their
ability to engage with care.50
Communities and complexity
A complex interplay of a multitude of factors contributes to
health outcomes.15,51,52 For multimorbid vulnerable popula-
tions, health service utilisation varies between healthcare set-
tings. Often these populations are high users of acute health
care.53–58 High rates of acute care are accessed because this care
is perceived by the consumer as more accessible, less costly and
of higher quality.59,60 For many, it could be argued that acute
care is not necessarily the right care or the right setting,
departing from the ideal of PCC and placing significant burden
on the acute care setting. This has resulted in many services
implementing strategies such as hospital avoidance and substi-
tution measures61–63 in an effort to stem the tide into the acute
setting. Attempts to address funding structures aside,29 much
can be done at a policy level to help address the complex needs
of vulnerable communities. Addressing the health of vulnerable
populations requires both a top-down and bottom-approach, not
necessarily doing more but doing things differently.64
Health policy
‘Health policy’ (as opposed to ‘public policy’) in this paper
refers to those ‘courses of action (and inaction) that affect the set
of institutions, organisations, services, and funding arrangement
of the health and healthcare system’.65
‘The key objective of health policy should be to create the
conditions that ensure good health for the entire population’.66
There is a clear link between the objective of health policy and
PCC. Health policy in this context is clearly a complex
issue.67,68 However, health policy is still developed around
specific diseases and there are calls for a more holistic approach
to policy.69 Health systems, with multiple triaging, stratifica-
tion, segmentation, classification, categorisation and prioritisa-
tion systems that serve to modulate the delivery of care to
achieve a mix of demand management and fiscal control, are
traditionally designed around and geared towards managing the
acuity of single conditions.70–72
However, as populations age and livingwithmultiple chronic
conditions increasingly becomes a feature of the healthcare
environment,73 there are growing calls for complexity to be
acknowledged as part of the health landscape.12,27,41,68,74 Grud-
niewicz et al.75 coined the term ‘complexity-compatible’ policy,
which applies to policy that strikes a balance between consis-
tency and flexibility to allow for the heterogeneity of needs
within communities.
Our understanding of this heterogeneity affects decision
making within organisations and health systems. With hetero-
geneity comes the risk of a loss of certainty and agreement
around strategic directions and operational decisions. A more
sophisticated engagement with complexity will establish an
environment in which political judgements around health may
be improved. The less certainty and agreement, the less
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technically rational and the more political and judgmental the
decision making process76 becomes. Kernick,77 in his discus-
sion on complexity and health care organisation, relates four
models of health care evolution. The models move through a
continuum from managerial command to purchaser–provider
split, integrating cooperation and finally understanding the
system as a complex adaptive system. As systems evolve
through these stages, the capability to better understand and
elucidate complexity emerges, shifting the organisation closer
to agreement and certainty around complexity; in addition,
there is a shift towards building relationships and gaining
a better understanding of patterns among the system’s
components.
Although much has been written on patient complexity and
complex systems, the challenge remains for policy makers and
commissioners of health services as to how to include, oper-
ationalise and evaluate complexity in the health policy and
planning context.68,78–81 This is especially pertinent for com-
munities who struggle, for a wide variety of reasons, to engage
with health care and are thus vulnerable to poor outcomes.48,82
Despite these difficulties, paradoxically, these communities are
often high users of health services, especially acute ser-
vices.59,83,84 Thus, the question is, how do we include ‘com-
plexity’ in health policy?
Policy framework
The essential elements of health policy as listed by the WHO85
are: (1) a vision; (2) clarify priorities; (3) define roles; (4) inform
people; and (5) create consensus. These components are sche-
matically arranged and presented in Fig. 1.
A policy framework should enable both the analysis of policy
and an analysis for policy.65 Analysis for policy is a prospective
exercise in policy development, whereas analysis of policy is a
retrospective inquiry of current policy. When undertaking
policy analysis (prospective or retrospective), the policy context
and process is as important as the policy content, as are the actors
in the process.86 Thus, the juxtapositions and interactions
between these components are important when considering
policy analysis, hence the schema presented in Fig. 1.
What is not evident from Fig. 1 is the systemic role that
context, actors and processes play in introducing complexity
into policy. Thus, complexity needs to be acknowledged and
potentially leveraged within a policy context. For policy to be
people centred, it needs to engage with complexity, which, in
turn, needs to be included in any associated policy framework.
The degree to which complexity is actively considered in
health policy is variable across service providers and
jurisdictions.75,87–89
Analysis for policy development is an interplay between
three components: process, content and context.65 The authors
of this paper contend that complexity plays a significant role in
articulating the context within which health policy is implemen-
ted, subsequently shaping the process and informing the content.
Therefore, complexity should play a key contextual role in
health policy, with both consumers and providers as key actors.
There is a symbiotic relationship between consumers and
providers. Both voices are essential: without the consumer voice
advocating for inclusion of context at a system level, PCC will
simply be a hollow aspiration. The reciprocal relationship is also
true, in that any contextual advocacy by consumers without the
system’s capability to respond is just as hollow.
Where does complexity fit within policy?
Grembowski et al.13 discuss the role of complexity for people
with multiple chronic conditions. Their model explains the role
of complexity and elucidates the elements that may affect
complexity. Furthermore, their model provides us with a clue as
to where complexity may fit within a policy framework.
Grembowski et al.13 place complexity conceptually between
people’s ‘needs’ and ‘service provision’ (Fig. 2), creating a link
between providers and consumers of health services.
Applying the definition of PCC, it could be safely argued
that, for any health system, a community’s health needs should
be prioritised in some form. Furthermore, the roles of services
and subsequent service design should be clearly articulated.
Thus, it could be reasonably argued that ‘priorities’ and ‘roles’ in
the WHO schema (Fig. 1) align with ‘needs’ and ‘services’
respectively from the model of Grembowski et al.13 (Fig. 2).
Integrating complexity in policy
Given the above, a definition or model of complexity would be
placed beneath an overarching service ‘vision’ and between
‘priorities’ and ‘roles’ (Fig. 3).
This juxtaposition will enable ‘complexity’ to engage with
the core components of policy (vision, priorities and roles) while
being central to the process of engagement and consensus
building. To be compatible, a model of complexity should have
a clear link with each the vision, priorities and roles of actors
within the policy context. How this may work in practice can be
demonstrated using the example of a regional health service.
One would expect a clear articulation of a vision, the priorities
and the roles of various providers and consumers within the
service. Any subsequent model of complexity should at the very
least have clearly articulated links between each of these
components. By placing complexity notionally at the heart of
policy allows it to be fully integrated and considered within
policy. Whichever eventual model of complexity is inserted
within the framework in Fig. 4, its design, components and
functionality should in someway link to the vision, priorities and
roles of the health system in question. The fully integrated health





Fig. 1. Conceptual health policy schema, created, with permission, from
the World Health Organization expectations of health policy.86
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Operationalising complexity
Commissioning consists of three broad phases: the planning,
procurement and monitoring of health and care services.90
Operationalising patient complexity is achieved by using the
elements of patient complexity to inform and guide the design,
delivery and evaluation of services across both care types and
care settings. For example, to plan and deliver which services,
where and how to integrate them, through existing or novel
funding, system and governance structures to reduce fragmen-
tation and discontinuity of care are needed. By using the com-
ponents of patient complexity, we can better understand the
barriers vulnerable communities face engaging with care, and
thus improve access and equity. Some argue that this already
occurs; in theory, yes, but in practice not necessarily in a uniform
and consistent manner.82,89,91,92
An existing challenge surrounding the commissioning ser-
vices to support complexity is the dual challenge of patient
complexity and system complexity. These are often perceived as
antagonistic; we argue that that the paradigm shift is to view
these in a synergistic way. The complexity across the health
system can be viewed as an asset, to be leveraged, matched to
patient complexity as outlined in a model such as that of
Grembowski et al.13 (Fig. 2). This creates a policy environment
within which PCC can flourish because of the system, not
despite it.
It should be noted at this point that many models relating to
patient complexity have been developed.5,15,38,93,94 A detailed
discussion is beyond the scope of this paper, but should be the
subject of future work and discussion. By integrating patient
complexity in a policy framework, we can start investigating
mechanisms as to how to create a system environment within
which PCC can thrive at scale.
Several questions will require further work: (1) which model
of complexity best integrates with an organisation’s vision,
priorities and roles; and (2) how is this given effect in practice
to inform system and service design? Further conceptual
research is required to answer these and other questions.
Conclusion
A policy framework is provided that integrates complexity into
health policy in a systematic manner. A model of complexity is
required that is able interface with the component vision,
Vision
Complexity RolesPriorities
Fig. 3. Health policy schema that includes complexity. (Modified with
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Fig. 4. New health policy framework that integrates complexity.
Integrating patient complexity in health policy Australian Health Review E
priorities and roles of policy while still being central to building
consensus and informing key actors in policy. Development of a
model of a compatible complexity model is underway as a
follow-up paper in the form of a systematic review. This
framework creates the basis for further discussion, research and
development of complexity-compatible policy75 and a more
systematic inclusion of complexity within broader health policy
and subsequent commissioning of health services.
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